presented with a mass. 14% had bloody nipple discharge in association with a mass and only 3 (4%) had nipple discharge alone. Despite a positive family history of breast cancer in 28% of the patients and extended follow-up (median > 7 years) none of the patients developed carcinoma. Of 17 cases of juvenile secretory carcinoma of the breast reviewed by Karl et al.10 all presented with an asymptomatic breast mass and none had nipple discharge.
Bloody nipple discharge is always a serious matter. The incidence in children is low and justifies consideration of these cases as a distinct entity. The causation may be physiological, inflammatory or proliferative. A review of the Medline database as far back as 1980 did not reveal any other cases of nipple bleeding through deliberate self harm although there is a report of nipple discharge as a consequence of trauma from recently acquired undergarments'1. In the patient described here, key features are the apparent exquisite tenderness precluding both manual and ultrasonographic examination and the absence of an associated mass.
Failures of socialization and role characterize adolescents who indulge in deliberate self harm and this behaviour is complicated by family discord. In particular, difficult relations with their fathers are evident. Sustained suicidal intent is not common.
This patient differs in certain features from the typical case of deliberate self harm. Most patients are in their late rather than early teens. The type of self harm in this case, nipple trauma and limb cutting, does not fit neatly into the groups of overdosing, cutting or piercing and may represent overlap between the latter two. Cutting itself can be seen as a means of venting stress and frustration that yields relief from these social pressures. We report a case of suspected hand injury/infection that eventually proved to be self inflicted.
Oedeme bleu

CASE HISTORY
A girl of 12 attended the casualty department with a story of left hand swelling present for the past five days and intermittently present for the previous three months. There was no history of trauma and she had been seen for the same condition in another accident and emergency department, which had prescribed antibiotics. On examination the left hand was swollen to the wrist, tender and warm; the fingers were held flexed. No fluctuance was noted nor was there any ascending lymphangitis or lymphadenopathy. The child was admitted and extensively investigated but all results were normal. The condition apparently responded to elevation and antibiotics, and she was discharged after 3 days.
On outpatient review one month later the condition had recurred and the child was readmitted and later an orthopaedic opinion sought. Once again all investigations were normal including bone scan, ultrasound and measurement of compartment pressures. The ward staff were asked to look out for unusual behaviour and note the position of the hand when the patient was asleep. Elevation and antibiotics were again prescribed but on the ward the nursing staff noticed that on at least three occasions the child had her watch strap tightly applied to the left wrist. When seen by a child psychologist the patient reported that she applied the watchstrap tightly to prevent the spread of some planar warts present on her hand. No other psychological morbidity was noted, nor was there any precipitating Department of Orthopaedic and Trauma Surgery, Guy's Hospital, Guy's & St Thomas' Hospital Trust, London SE1 9RT, UK Correspondence to: J D Spencer family dysfunction. With removal of the offending watchstrap the condition resolved completely within 48 hours and the patient was discharged. No recurrence has been noted. Her warts have been treated. COMMENT Of the many sites of factitious injury the hand is undoubtedly the commonest, reflecting its role as an outlet for the expression of psychiatric disease and somatic complaints. The condition described here has been recognized by several authors, notably Charcot, who used the term oedeme bleu des hyste'riques1. Risk factors for factitious injury include a dependent personality, traumatic childhood, unsettled adult life, unstable relationships and associated medicolegal/occupational factors2. Many methods of injury have been described including injections, lacerations, burns and, as in this case, tourniquets3. Syndromes described in association with factitious injury include clenched fist syndrome4, in which the patient assumes a flexed position of the digits of one hand (typically the middle, ring and little) and claims to be unable to extend them, and Secretan's syndrome5, where repeated trauma to the dorsum of the hand leads to hard, deep oedematous swelling.
The major challenge to the clinician in these cases is diagnosis, since other conditions have to be excluded. Surgery must be avoided. Psychotherapy is sometimes beneficial, and occasionally the limb needs to be immobilized in a cast to break the cycle of reinjury. The idiopathic hypereosinophilic syndrome1'2 is a rare condition in which there is persistent eosinophilia in excess of 1.5 x 109/L, with no demonstrable cause. Two of the most serious complications are endomyocardial fibrosis and thromboembolic disease2. Oral anticoagulation has been recommended, but the optimum range for the international normalized ratio in such patients is not known.
Acute aortic thrombosis despite anticoagulant therapy in idiopathic hypereosinophilic syndrome
CASE HISTORY
A 69-year-old woman with a history of idiopathic hypereosinophilic syndrome was admitted after collapsing. She was too confused to give a history, but her husband described her rising after unsuccessfully straining at stool, walking a few steps and slumping to the floor. She was taking warfarin 2 mg per day, prednisolone 40 mg per day and ranitidine 150 mg twice a day. On examination she had a flacid paralysis in the lower limbs with absent reflexes; dorsalis pedis and posterior tibial pulses could not be felt and there was decreased capillary return in the lower limbs. Proprioception and temperature sensation could not be assessed. The patient was in no pain. Haemoglobin was 1 1.8 g/dL, platelet count 150 x 109/L and white cell count 9.4 x 109/L with a normal differential. The international normalized ratio was 2.4. Urea and electrolytes were within normal limits and plasma glucose was 12.2 mmol/L. Computed tomographic scanning of the brain and magnetic resonance imaging of the spinal cord revealed no abnormalities.
Clearly, the patient had suffered a catastrophic event and, in view of her deteriorating quality of life over the preceding months, after discussion with her family it was agreed that she would receive palliative therapy only. Twenty-four hours later a demarcation line had appeared across her abdomen, and both legs were blue and cold; the clinical diagnosis was aortic thrombosis or dissection with an anterior spinal artery syndrome. Two days after admission the patient died.
At necropsy, platelet-rich thrombus was seen overlying an ulcerated atheromatous plaque of the aorta, causing total occlusion of the lumen extending from immediately beneath the superior mesenteric artery into the orifices of both renal arteries and distally to a point 2 cm below the inferior 
